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Preface to the second edition 



Following publication of the first edition, my co- 
authors continued making surveys of candidates 
and accumulated an overwhelming number of ques- 
tionnaires finding that many candidates, now aware 
of our book, poured out information to us. These 
greatly reinforced the information found in our 
original surveys and presented in the first edition. 
We found another 50 short cases which we present 
in this new edition, yet overall the cases seen, 
mistakes made or avoided, accounts of triumphs, 
tragedies and downward spirals, remain remarkably 
constant as each sitting comes and goes. Our much 
more limited time, now that I have also become a 
consultant, meant that we were not able to analyse 
the new surveys to anything like the same extent 
as in the original edition. Therefore we have not 
altered the ‘frequency of occurrence’ figures used in 
the first edition for the 150 short cases of that 
edition as we do not believe that a more superficial 
analysis of the new surveys would be as accurate. It 
is possible that, for instance, ‘old tuberculosis’ is 
occurring in the exam less often than it did as fewer 
patients who had a thoracoplasty all those years ago 
are still available (patients with similar signs due to 
partial or complete pneumonectomy may appear 
instead, however, and indeed this is one of the new 
short cases); similarly Fallot’s tetralogy with a 
Blalock shunt. Nevertheless the vast majority of 
cases seem to maintain a remarkably constant rate of 
occurrence. 

We were able to assign an approximate occurrence 
rate for each of the additional 50 short cases so that 
they could be merged in with the original 150. One 
of the new short cases has come into existence since 
the first edition because of new College guidelines 
(‘Resuscitation Annie’) and one because of the 
spread of a new condition (‘AIDS related’). Some of 
the new cases are relative rarities which appear in 
the exam just occasionally. We do not believe that 
such cases should be excluded from the exam. It 
would be a shame if clinical awareness of uncom- 
mon conditions was extinguished from the physi- 
cians of the future just because these conditions are 



rare. At the same time we do not believe that failure 
to recognize a rare condition would ever be an 
important pass/ fail factor in the MRCP short cases. 
A candidate seeing such a case is also likely to see a 
number of other more usual cases on which the 
main pass/ fail decisions would be made. 

Nevertheless there is potential, with rarities, to 
show a breadth of clinical diagnostic skills which 
may distinguish a candidate from his/her peers. 
Before coming to terms with rarities, however, you 
should ensure you can perform well with the more 
commonly occurring short cases. In this book we 
cover them all — the common and rare with rates of 
frequency of appearance in the clinical exam so that 
you can ensure that you establish your priorities 
appropriately. The new surveys have enabled us to 
considerably expand the experiences and anecdotes 
in Section 4 and because candidates often ‘knew 
what they were writing for’, we have been able to 
present a number of hardly edited accounts written 
in the first person. 
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Preface to the first edition 



The short cases part of the examination for the 
Membership of the Royal College of Physicians 
(MRCP) is, by tradition, considered to be the most 
critical test of bedside behaviour and diagnostic 
competence. It forms an important milestone in 
the development of practising physicians. There is, 
however, no formal syllabus or tutoring and, despite 
the high failure rate, there is a notable lack of books 
specifically written to help candidates with this test. 

The spectrum of clinical conditions used in the 
short cases examination is determined by a variety 
of interchanging factors such as the availability of 
patients with demonstrable physical signs, the 
prejudice of the doctors choosing the cases, that of 
the examiners taking part in the examination and, 
occasionally, the speciality bias of the examination 
centre. The cases chosen by the examiners from 
those assembled on the day in turn determine the 
problems presented to the candidates and the 
clinical skills required of them. For this reason 
we decided to build this book around an extensive 
survey conducted amongst successful candidates. 
Our questionnaires yielded information about the 
cases presented, the questions asked, answers given 
and the reactions of the examiners. We have thus 
been able to identify the chief difficulties of candi- 
dates in dealing with this practical examination and 
have attempted to help with these. The advice in 
Section 1 on how to prepare for the short cases is 
based on, and illustrated by, the comments received 
from the candidates. Section 2 is written around the 
clinical instructions given by the examiners to the 
candidates, the likely diagnoses under each instruc- 
tion as revealed in the survey, and details of the 
examination steps suitable for each command. 
Section 3 forms the bulk of the book and presents 
the clinical features of 150 short cases in order of the 
frequency of their occurrence in the examination as 
derived from our survey. Thus, priorities are sorted 
out for the candidates preparing for the examina- 
tion. In the final section we pass on the experiences 
and advice of some of the candidates in our survey 
which we felt would be of interest. 

In fulfilling our main task of helping candidates 



to improve their performance in clinical examina- 
tions we have used three learning techniques which 
are rather novel to this field. Firstly, the iterative 
approach which exploits the retentive potential of 
reinforcement by repeating the main clinical fea- 
tures of a number of conditions whenever any refer- 
ence to these is made. It is hoped that this method 
will not only reinforce, but will also alert the candi- 
dates to other diagnostic possibilities when looking 
at a related condition. Secondly, in the examination 
methods suggested by us we have individualized the 
inspection to the examination of each subsystem, 
and have provided a visual survey to note the features 
most likely to be present. This enriches the usual 
advice to look for everything which often accom- 
plishes nothing unless a specific sign is being looked 
for. Thirdly, we have reduced our suggested clinical 
methods to simple steps ( checklists ) which, if prac- 
tised, may become spontaneous clinical habits, easy 
to recall and execute. 

In the age of superspecialization, the task of sum- 
marizing and streamlining a subject as vast and 
diverse as general medicine to the needs of the short 
cases examinee has been formidable. We are in no 
doubt that our attempt will have its inadequacies 
and would be pleased if you would write to us (c/ o 
Blackwell Scientific Publications) about any errors 
of fact, or with any suggestions which might be 
helpful for a future edition, or indeed with any other 
comments. We would also be interested to hear of 
any short cases which have occurred in the examina- 
tion and which are not included on our lists (please 
give us an idea of your confidence that the case was 
indeed the condition concerned and why — clinical 
details, invigilator’s confirmation, etc.) or of any 
Membership experiences which might be of 
interest. 

Medical student note 

Although this book has concentrated exclusively on 
the needs of MRCP candidates, it is noteworthy that 
the cases included in undergraduate medical short 
cases examinations are drawn from the same pool as 
those used in the MRCP examination. Further- 
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more, physicians are all MRCP trained and tend to 
use the MRCP style in these examinations. Though 
clearly the required standard of performance is 
lower, we feel that medical students preparing for 
their short cases examinations would also benefit 
from using this book. It would be a supplement to 
information gained from more comprehensive text- 
books (we assume much basic knowledge) and an aid 
to practice on the wards. 
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Introduction 

'The result comes as a particular shock when you have been sitting exams for many years without failing them * 



The candidate who reaches the MRCP ‘clinical’ 
examination has already demonstrated considerable 
knowledge of medicine by passing the MRCP Part I 
and MRCP Part II written examinations. The clini- 
cal is divided into viva, long case and short cases. 
Marks are out of 20 for the written exam with 9 
being borderline fail, out of 10 for the viva, out of 8 
for the long case with 3 being borderline fail and out 
of 12 for the short cases with 5 being borderline fail. 
You can compensate for a borderline fail in the 
written, the long case or short cases by scoring extra 
marks in other sections of the exam and scoring at 
least 27 overall (you need only 25 overall if you do 
not fail any part of the exam). You cannot fail overall 
simply because of failure in the viva. With regard to 
the written, the long case and the short cases, a bor- 
derline fail in two of these leads to automatic failure 
overall as does a definite failure in just one of them. 
Thus, theoretically at least, you could score 0/10 in 
the viva and still pass if you score highly enough in 
the other sections of the exam. Similarly you could 
score 10/10 in the viva and still fail if you score, for 
instance, only 4/12 (definite fail) in the short cases. 
The written is a competitive exam, the pass mark 
being adjusted to ensure 60% of candidates obtain a 
mark of 10 or more, with 15% obtaining the bare fail 
mark of 9. Of those candidates who proceed to the 
clinical and oral examination, the vast majority who 
fail do so because they fail the short cases. The per- 
centage of candidates who pass varies from time to 
time, but it is helpful to think in terms of the failure 
rate for the viva and long case being of the order of 
30%. The failure rate for the short cases examina- 
tion is about 70% (figure from a Membership exam- 
iner). Thus all are agreed that the short cases 
examination is the major hurdle in MRCP Part II. 
The fact is that many Part II candidates readily pass 
the written, viva and long case but equally readily 
fail the short cases (see experience 102, p. 462). For 
many it is the first examination they have ever failed 
and it may also be the only examination they have 
taken that does not have some form of syllabus. 
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The short cases examination is a practical test 
which assesses various facets of clinical competence 
in many subtle ways. Although it is generally ac- 
cepted that clinical competence cannot be acquired 
from textbooks, a book such as this can provide in- 
direct help towards that objective. We hope that 
the examination routines (Section 2) together with 
the checklists (Appendix 1) may assist candidates 
in developing a keen sense of clinical search and 
detection. The short case records (Section 3) should 
provide the framework, i.e. the main clinical fea- 
tures, the discipline of how to look for them, how to 
differentiate the diagnostic from the incidental or 
associated findings, and how and when to be alert to 
other possibilities. By basing our book on the results 
of a survey of successful MRCP candidates (see 
below) we have created a form of syllabus which we 
hope will be of value to future candidates. Not only 
do the results of the survey advise as to what you are 
required to know and do, but they also grade these 
requirements in order of importance. 

The short cases examination 

'lam sure they assess you very quickly — whether they 
would like you to be in charge of their patients ’. f 
Two examiners will take you for approximately 15 
minutes each. The College asks them each to record 
a separate, as well as a combined, mark. Nowadays 
examiners are encouraged to introduce each case, 
e.g.: ‘This is Mr Smith. His doctor found a heart 
murmur on routine examination. Please would you 
examine his heart’. Nonetheless, the old system 
often prevails: ‘Examine this patient’s heart’. A 
striking feature of the examination is the absence of 
a discussion. The cases are examined, the findings 
given, and perhaps one or two causes sought whilst 
moving on to the next case. Only in a minority of the 
cases is a little time given for the occasional question 
or brief discussion of causes or complications. The 
examiners are constantly testing your ability to elicit 
and interpret physical signs. Many examiners say that, 
in the final analysis, whether a candidate will pass or 

f p.509. 
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fail depends very much on the general air of com- 
petence or incompetence which prevails during 
his/her clinical performance. Many candidates who 
fail feel that the exam is unfair in one way or another 
(e.g. first person experience 32, p. 487). However, 
candidates are not in a good position to judge their 
performance. A candidate who diagnosed the 
patient with aortic stenosis (which the last three 
candidates before him all diagnosed correctly) as 
having mitral stenosis may never know of his error. 
Furthermore, it is more than just a question of 
getting the right diagnosis. A candidate recently 
complained that he had seen a large number of short 
cases during his exam and knew, because he had a 
contact at the hospital, that he had got the right 
diagnosis in all except two of those short cases. He 
was reporting this during the feedback session of a 
subsequent mock short cases exam which he had 
also failed. During that mock exam, after examining 
the wasted legs of a patient with dystrophia myoton- 
ica, his first suggestion as to the cause of the signs in 
the legs was ‘canda equina lesion’. He eventually got 
to the correct diagnosis but his initial responses left 
a poor impression on the mock examiners, especially 
since other candidates in the same mock exam 
noticed, at once and without prompting, that the 
patient had gross generalized wasting, indicating 
that the problem was not one confined to the legs. In 
similar ways he had performed poorly on other short 
cases in the mock exam and as a mock examiner one 
could easily see how he failed in the real exam whilst 
believing that he usually got the right diagnosis. 

As testimony to the precision of the marking 
system in the MRCP short cases, it is an impressive 
fact that examiners, though marking independently, 
rarely differ by more than one mark in the scores 
they give. As one senior membership examiner 
put it, the MRCP will usually pick out those who 
should fail; it will also usually pick out those who 
should pass — but not necessarily on the current 
attempt! Given the importance of clinical compe- 
tence and the fact that this can only be assessed 
through a clinical exam (and clinical exams by their 
very nature will always have some in-built inadequa- 
cies), it seems unlikely that one could ever improve 
on this situation. The degree to which the examin- 
ers’ marks concur suggest that the exam is probably 
as good as it can be. Our aim in this book, if you are 
one of those who should pass, is to try to help you to 



let the examiners know this on the current attempt 
or the next, rather than on the next attempt or the 
one after! 

The surveys of MRCP short cases 

‘Certain “favourite” topics seem to recur. Make sure 
you know these’.* 

First edition 

This survey has been introduced in the preface to 
the first edition. In the first part of this survey, ques- 
tionnaires were obtained from a number of doctors 
who had gained the MRCP during the last ten years. 
In the second part all the successful candidates at a 
single sitting were circulated. The questionnaires 
obtained in the two parts of the survey included 
both the pass and the previous fail attempts of these 
candidates. Altogether we collected accounts of 248 
attempts at the MRCP short cases, covering over 
1300 ‘main focus’ short cases as well as over 500 
‘additional’ short cases (see Section 3 for an explana- 
tion of these terms). The diagnoses given by these 
candidates were graded according to the confidence 
each candidate had in his retrospective assessment. 
Pass attempt diagnoses were given more weight than 
fail attempt ones. As a result we hope that the rather 
complex analysis performed has produced a picture 
which is as near to the truth as possible. Analysis of 
the first part of the survey covering candidates’ 
attempts over several years was essentially the same 
as analysis of the second part. This suggests that the 
cases used and the skills tested tend to remain con- 
stant. This comparison also gives some support to 
the accuracy of our method of analysis. The main 
figures from the survey are given in Sections 2 and 3. 
Some additional figures of interest are collected 
together under ‘Facts and Figures’ in Section 4. 
Apart from figures, the organization of our sug- 
gested examination routines (Section 2) and the con- 
tents of our short case records (Section 3) have been 
closely guided by the survey. For light entertain- 
ment, but with ingrained lessons, a number of expe- 
riences, anecdotes and quotations from the survey 
are given in Section 4. 

Second edition 

As discussed in the preface to the second edition, 
the original surveys have been embellished for the 
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second edition with several surveys conducted since 
publication of the first edition. We collected 
accounts of a further 379 attempts covering nearly 
2300 additional main focus short cases. Though the 
second edition surveys were more extensive than 



those for the first edition, the analysis of them has 
been more superficial and, therefore, the analysis 
from the first edition surveys remain the bed rock of 
this book. 



INTRODUCTION / XV 



Section 1 
Preparation 

‘ Expressionless and without comment they led me away' * 
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The clinical skills required for the MRCP examina- 
tion, particularly in relation to the short cases, can 
only be acquired by thoughtful preparation, experi- 
ence and purposeful practice. Tutors and examiners 
alike agree that it is more important to spend time 
examining patients than reading textbooks. The 
examiners are not looking for encyclopaedic knowl- 
edge, they are just anxious to ascertain that you can 
be trusted to carry out an adequate clinical examina- 
tion and make a competent clinical assessment. This 
book aims to help you organize your overall pre- 
paration to meet that objective. We have provided 
preparatory aids including examination routines and 
short case records (see below). We also aim to give 
you some insight into what most candidates experi- 
ence in the examination and we hope to help you 
prepare psychologically. We would like to stress that 
though the written examination may appear a formi- 
dable hurdle, you are very much more likely to pass 
it than the short cases. You would be wise to err on 
the side of safety and prepare for the short cases 
before, during and after your preparations for the 
written. Thus, we begin with some basic principles 
of practice and preparations at work. 

Clinical experience in everyday work 

‘Imagine you are seeing the cases in a clinic and 
carrying out a routine examination ’. # 

The intention of the College in the examination is to 
gain a reflection of your usual working day clinical 
competence for the examiners to judge. In arriving 
at their final verdict the examiners may take particu- 
lar note of factors such as your approach to the 
patient, your examination technique, spontaneity of 
shifting from system to system in pursuit of relevant 
clinical signs, fluidity in giving a coherent account of 
all the findings and conclusions, and your compo- 
sure throughout. Though you can acquire all this for 
the day only, as some successful candidates do who 
are experts at passing examinations, it would be 
preferable if you could adopt many of these good 
habits into your everyday clinical approach. In 
either event, a long, diligent and disciplined practice 
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is required if your aim is to be able to perform a 
smooth and polished clinical examination, to display 
the subtle confidence of a skilled performer, and to 
suppress signs of anxiety. 

One simple approach to the task is that, whatever 
your job, you should consider all the patients you see 
as short or long cases (or even viva questions!). Such 
a practice should not only improve your readiness 
for the examination but also improve your standard 
of patient care — the primary objective of every 
clinician. Look out for all the ‘good signs’ passing 
through your hospital and use as many of these as 
possible as practice short cases. Ask your colleagues 
to let you know of every heart murmur, every abnor- 
mal fundus, every case with abnormal neurology, 
etc. If you are in, or can get to, a teaching hospital, 
make regular trips not only to clinical meetings and 
demonstrations but also, more importantly, to visit 
the specialist wards — neurology, cardiology, chest, 
rheumatology, dermatology, etc. It is useful to study 
the signs and conditions even when you know the 
diagnosis in order to further familiarize yourself 
with them. It is also a good practice to see cases 
‘blind’ to the diagnosis and to try to simulate the ex- 
amination situation. Imagine that two examiners are 
standing over you and there is a need to complete 
an efficient, once-only examination followed by an 
immediate response to the anticipated question: 
‘What are your findings?’ or ‘What is the diagnosis?’ 

Simulated examination practice 

‘I had a lot of practice presenting short cases to a 
“hawk” of an SR. This experience was invaluable ’.f 
If a constant effort is made to improve your clinical 
skills by seeing as many cases as possible, there is 
no reason why the spontaneity and competence so 
acquired should not show up on the day. As with all 
examinations, however, much can be learned about 
the deficiencies requiring special attention when 
you put your composite clinical ability to the test in 
‘mock’ examinations. In most district general, and 
all teaching, hospitals the local postgraduate clinical 
tutors organize Membership teaching and ‘mock’ 
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examination sessions, and you should find out 
about, and join in, as many of these as you can 
manage. Unfortunately, a lot of these, though 
useful, tend to teach in groups and discuss manage- 
ment or look at X-rays, rather than provide the 
intensive ‘on the spot’ practice on patients that is the 
ideal preparation for the MRCP short cases. It is, 
therefore, advisable to supplement these sessions 
with simulated examination practice arranged by 
yourself. This requires the cooperation of a ‘mock’ 
examiner (consultant, experienced registrar and, on 
occasion, a fellow examinee) on a one-to-one basis. If 
you can practice with a variety of ‘mock’ examiners, 
you will not only broaden the assessment of your 
imperfections but also learn to respond to the varied 
approaches of different examiners. 

Examination routines 

‘The most important point is to look professional— as if 
you have done it a hundred times before * 

The short cases part of the test is very important for 
the Membership examination because it is designed 
to test critically two major areas of clinical compe- 
tence. The first and more important of these is your 
ability to detect abnormal physical signs, interpret 
them correctly and put them together into a reason- 
able diagnosis or differential diagnosis. The second 
is your competence to conduct a professional and 
efficient clinical examination (see experience 34, p. 
452). As said above, these are generally considered 
to arise from day-to-day work and your conduct in 
the examination will reflect your experience in per- 
forming clinical tasks, presenting your assessments 
of patients to your seniors and getting their constant 
constructive criticism. If you are lucky enough to 
have worked with a good teacher you may have 
acquired a firm foundation upon which you could 
build a structured clinical examination for all 
systems. As most candidates are engaged in busy 
clinical jobs and their seniors are often over- 
burdened by administrative chores, etc., useful clin- 
ical dialogue between them may be limited. As a 
result there may be little improvement in the weak- 
nesses acquired during the undergraduate years. 
The enormous task of preparing for the Member- 
ship examination provides an ideal opportunity to 
remedy any deficiencies in one’s clinical methods. 



We would suggest that you work out the exact 
number and sequence of clinical steps for the 
examination of each subsystem, particularly those 
you would need to take in response to a particular 
command from the examiner; then practise going 
through these steps. Practise them over and over 
againf on your spouse, or any other willing person, 
until all the steps become as automatic as driving a 
car. Practise them on patients until you are confident 
of being able to pick up or demonstrate any abnor- 
mal physical signs. You should be able to maintain 
the same sequence and run through it rapidly and 
comprehensively in a way that is second nature to 
you. The sequence of clinical steps required for the 
examination of each system or subsystem is collec- 
tively referred to as the examination routine in this 
book. In Section 2 we suggest various examination 
routines (which you may wish to adopt or adapt) for 
you to practise in response to particular commands. 
In Appendix 1 we provide checklists which summa- 
rize the major points in each examination routine. 
The checklists are designed to help in practising the 
routines. 

Short case records 

‘The more practice at presenting short cases the 

better ’f 

A knowledge of the possible short cases that may be 
used in the examination is important so that you can 
become familiar with the physical signs associated 
with each, and know what you are looking for as 
you work through the examination routine. Having 
a good grasp of the clinical features of the case 
may enable you to score extra marks by looking for 
additional signs which may be present. Such extra 
marks identify the above-average candidate from 
the average ones. Furthermore, by becoming 
acquainted with descriptions of typical cases you 
will find it easier to present the case to the examiner 
using acceptable descriptive terms. In this book, 
under each short case, we have presented the typical 
clinical features for you to remember, and to ‘regur- 
gitate’ what you see (hence the descriptive term 
record), omit what you do not find, and add what you 
find new. Thus, when confronted with the face of a 
man with Parkinson’s disease which you diagnose at 
once on seeing his tremor, instead of stuttering and 
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f MRCP = Methods Require Constant Practice. 
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stumbling as you try to think of the right words to 
describe his face, the terms depressed, expression- 
less, unblinking, drooling and titubation will imme- 
diately surface for you to use. In Section 3 we have 
covered the overwhelming majority of cases which 
could occur and we have put them in order of prior- 
ity according to the likelihood of occurrence as 
assessed from our survey. 

Getting 'psyched up' 

‘Do not be distracted by mistakes made ( or imagined) 
in preceding cases or the examiners ’ mannerisms or 
approach ( I mas and suffered for it). Being very 
nervous does not necessarily fail you and one bad case 
should not put you off ’.* 

It is common to hear candidates agonizing over their 
feeling that they failed to give a performance com- 
mensurate with their actual capabilities, simply 
because they were discouraged by the ‘examination 
ordeal’. Though it is true that knowledge and com- 
petence tend to generate confidence and capability, 
it is also true that extreme anxiety can seriously 
impair the performance of even the most knowl- 
edgeable and competent candidate. 

The downward spiral syndrome 

‘After the first case there was a long pause as if they 
were waiting for me to say more— I went to pieces after 
this’, f 

The candidate, an otherwise able and experienced 
doctor, enters the short cases room extremely 
anxious and lacking in confidence. He is just hover- 
ing on the edge of despair and the slightest upset is 
going to push him over. On one or more of the cases 
he convinces himself that he is doing badly (whether 
or not he actually is) and over the edge he goes. The 
first stage of a rapid ‘downward spiral’ sets in; the 
dispirited candidate gets worse and worse and actu- 
ally gives up before the end in the certainty that he 
has failed. Months of intensive book work and 
bedside practice, not to mention the examination 
fee, go to waste because of inadequate psychological 
preparation. To avoid this there are four basic rules 
which are well worth noting. 

•Quotations 47-54 and 81, pp. 506 and 508. 
fp. 506; see also experience 2, p. 448, and p. 491—3. 

IP- 506. 

§p. 507. This quotation refers to the ‘poker-face’ examiner 
(see also quotations 7 and 102, pp. 504 and 509). The 
candidates in our survey give similar warnings regarding the 



1 You never know you have failed until the 
list is published 

‘Don 't be put off if you get a few things wrong. I made 
alotof mistakes that I know of and still passed’. % 

In the same way as it is said of the greatest saints that 
they considered themselves to be the greatest 
sinners, many successful candidates leave the exami- 
nation centre feeling certain that they have failed. 
Good candidates may have a heightened awareness 
of the imperfections of their performance and 
thereby may exaggerate the impact of their mistakes 
on the examiner. Furthermore, the ‘hawk’ examiner 
may make you feel that you are doing badly, or you 
may deduce it from his mannerism, regardless of 
your performance. By the same token the newcomer 
may slide through the short cases unaware of any 
errors and with the examiners acting benignly, and 
then express great surprise as the inevitable ‘thin’ 
envelope arrives. It is not really important whether 
or not you think you have failed during the days 
between the examination and the arrival of the 
result. However, if you become convinced that you 
are failing while you are still sitting the examination, 
the thought can be disastrous and impair your per- 
formance to the extent that your conviction becomes 
a reality (e.g. see experiences 1 and 2, pp. 447 and 
448, anecdote 24, p. 496 and quotation 52, p. 506) 

2 Do not be put off by the examiners or 
their reactions 

'The most off-putting aspect of each case is the lack of 
feedback from the examiners as to whether you are right 
or wrong. This is much more disconcerting than outright 
criticism ’.§ 

Many first-timers, despite excellent clinical experi- 
ence, are stunned by the sombre and restrained 
atmosphere of the examination which is unlike any- 
thing in their past experience (except perhaps the 
driving test!). It is as well, therefore, to be aware 
that the examiners tend to wear a ‘poker-face’ and 
usually give no feedback or encouragement. The 
‘hostile haw'k’ may appear dissatisfied by everything 
you do and say, but this is not necessarily a guide as 
to whether you are doing badly or not. A positive 

‘hawk’ (‘The examiners may appear irritable and 
unsympathetic — don’t worry’ — p. 506) and the ‘dove’ (‘Don’t 
be fooled by the apparent relaxed nature of the examiners’ — 
p. 504; see also quotation 1 12, p. 509) Remember, ‘if your 
examiner challenges, don’t assume it means you have said 
something wrong’ — p. 472. 
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atmosphere is no guide either: the smiling (‘smiling 
death’!) and pleasant (‘deadly dove’!) examiner (and 
the apparently uninterested one), can be as deadly as 
a black widow spider if you get yourself into a diag- 
nostic maze! Bear in mind that ‘hawks’ and ‘doves’ 
tend to have similar rates of passing and failing can- 
didates. Disregard the atmosphere and concentrate 
on what the examiner asks you to do rather than 
on what he looks like, and recall your routines and 
records. 

J The cases are easy and you have seen it 
all before 

‘My cases mere more straightforward than I had been 
led to believe. Nothing was particularly rare 
The psychological scenario of the examination is 
such that many candidates enter it with the distorted 
view that behind every case and every question there 
will be some catch, some clever trap, something 
never seen before, or a diagnosis never heard of. In 
fact these suspicions are rarely justified. The vast 
majority of cases and questions are straightforward 
and a realization of this is likely to produce a confi- 
dent, straightforward answer from the start instead 
of the hesitancy born of a mind filled with suspicion 
and struggling to solve the hidden catch. A study of 
membership short casesf reveals that there are two 
broad groups. The first group includes common 
conditions which you are well used to seeing in 
everyday clinical practice such as rheumatic heart 
disease, cirrhosis of the liver, rheumatoid hands and 
so on. These should surely present little difficulty 



*p. 508. 

f The 200 covered in this book form a list far more 
comprehensive than you probably need in order to pass. If 



(especially if you have tailor-made routines and 
records). In the second broad group are the rarities 
with good physical signs such as Osier— Weber- 
Rendu syndrome, pseudoxanthoma elasticum, 
Peutz— Jeghers syndrome, etc. You should be well 
used to these from the study of colour atlases, etc. 
that you will have done for the MRCP ‘pictures’ 
section of the written examination. These too, 
therefore, should be easy (once you recognize the 
condition all you have to do is ‘play the record’!). 

4 You have already passed and you have just 
got to keep it that way 
‘It ’s like skating on thin ice— if you keep going and 
don ’t fall through, you make it ’. J 
Confidence in one’s ability is a very important 
ingredient in any form of competition. As you go 
into the examination imagine that you have a clean 
sheet with 100% mark and that you just have to keep 
it that way as the examiner shows you a few simple 
cases such as psoriatic arthropathy, mitral stenosis, 
cerebellar signs, clubbing, splenomegaly and dia- 
betic retinopathy (a typical combination). Such an 
attitude should replace the more usual: ‘Everybody 
fails this examination; it’s too difficult; how can I 
possibly pass’. The short cases examination has 
been well described (Royal Northern course) as ‘like 
walking up a path full of puddles without stepping 
in the puddles; and you make the puddles yourself’. 
Remember the way to success is ‘ Readiness , Routines , 
Records and Right frame of mind' . 



you have studied all 200 it would be excessively rare for you to 
be surprised by a condition not met before. 
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Section 2 

Examination Routines 

'Work out the best method for examination and practise it until it is second 
nature to you * 
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In this chapter routines are suggested for the clinical assessment of various subsys- 
tems. These are readily adaptable to your individual methods. The subsystems are 
arranged according to the examiners’ standard instructions (e.g. examine the 
heart, abdomen, hands, etc.). The choice and order of subsystems have been gov- 
erned by our first edition surveys.* We have worked out the frequencies of the 
various instructions and have presented these in their order of priority. Some of 
the variations of the instruction are also given. Under each subsystem a list of the 
possible short cases is presented in order of their occurrence in the survey. The 
percentages given represent our estimate of your chances of each diagnosis being 
present when you hear the particular instruction.) - These lists of diagnoses have 
guided our suggested routines. The latter are broken down into numbered con- 
stituents to aid memory and checklists are given in Appendix 1 which match up to 
the numbered points in the examination routine. The checklists are to help your 
practice with each subsystem. The idea is to develop a controlled, spontaneous and 
flawless technique of examination for each subsystem, so that you do not have to 
keep pausing and thinking what to do next and so that you do not miss out impor- 
tant steps (see experience 36, p. 453). Often you will not need the complete 
sequence in the examination (for example, it will be rare for you to carry out all the 
steps in the ‘Examine this patient’s arms’ routine ; with regard to the ‘Examine this 
patient’s chest’ routine , often the examiner will ask you to only examine ‘the back of 
this patient’s chest’) but it will certainly increase your confidence if you enter the 
examination armed with the complete routines so that you can adapt them as neces- 
sary. The examination methods are supplemented with appropriate hints to avoid 
common pitfalls and to simplify the diagnostic maze. 

Before dealing with the individual subsystems we would make some general 
points. You should avoid repeating the examiner’s command or echoing the last 
part of it. Refrain from asking questions like: ‘Would you like me to give you a 
running commentary or give the findings at the end?’ Such a response wastes 
invaluable seconds which could be used running through the checklist and com- 
pleting your visual survey. It is like a batsman asking a bowler in a cricket match 
whether he would like his ball hit for a six or played defensively! You must do what 
you are best at and hope that the examiner does not ask you to do otherwise. As 
suggested below, a well-rehearsed procedure suited to each subsystem should 



* Our second edition surveys were not used to alter the 
original data as they did not add significantly to the data used 
for the first edition, except in that we found that the 
instruction ‘examine this patient’s cerebellar system’ was not 
uncommon. You should be able to work out a routine for this 
easy instruction from the other routines in this section, 
f As with all our survey analyses, we graded the confidence of 
each candidate in his retrospective diagnosis of each short 
case seen. The percentages are not meant to add up to 100% 



because: (i) there are always missing percentages representing 
those short cases we could not be certain about; (ii) sometimes 
more than one diagnosis was considered worth counting for 
one instruction (for example, in order to give you the 
percentage of ‘heart’ cases with clubbing, when clubbing was 
present it was counted as well as the underlying cardiac 
condition). The figures are best used to give an index of the 
relative importance of the different conditions in terms of 
frequency of occurrence when you hear a given instruction. 
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make it possible for you to start purposefully without delay. Your approach to the 
patient is of great importance; you should introduce yourself to him and ask his 
permission to examine him. Permission should also be sought for various manoeu- 
vres, such as adjusting the backrest when examining the heart, or before removing 
any clothing. These polite exchanges will not only please most examiners and 
patients, but will also provide you with an opportunity to calm your nerves, collect 
your thoughts and recall the appropriate checklist. Although we have continually 
emphasized the value of looking for signs peripheral to the examiner’s instruction 
(e.g. examine this patient’s heart, abdomen, chest), we would like to emphasize too 
that dithering may be counterproductive. In the visual survey you should be scan- 
ning the patient rapidly and purposefully with a trained eye, not gazing helplessly 
at him for a long period while you try to decide what to do next. While you are 
feeling the pulse (heart) or settling the patient lying flat (abdomen), a quick look at 
the hands should establish whether there are any abnormalities or not. Pondering 
over normal hands from all angles at great length looks as unprofessional as, 
indeed, it is. It is of paramount importance to be gentle with the patient. Rough 
handling (e.g. roughly and abruptly digging deep into the patient’s abdomen so 
that he winces with pain) can bring you instantly to the pass/ fail borderline or 
below it (see also experience 92, p. 459). Make sure that you cover the patient up 
when you have finished examining him, and thank him. 



1 / 'Examine this patient's heart' 

Frequency of instruction 

97% of candidates in our survey were asked to do this. 

Variations of instruction 

Listen to this patient’s heart 

Examine this praecordium 

Feel the pulse, then listen to the apex and the base 

Examine the heart/ cardiovascular system. Don’t worry about peripheral pulses — 
concentrate on the heart 
Auscultate the chest 
Listen to the apex beat 

This patient is short of breath due to cardiovascular disease — examine her 
Feel the pulse — listen to the heart sounds 
Examine the heart — just listen 

This patient has a problem with heart valves — please examine 
Listen to the heart. No, don’t do that, just listen to the heart 
Palpate the apex beat and listen to the heart only 
Examine the JVP, apex beat and listen to the apex 
Assess the cardiovascular system 
Examine the cardiovascular system 
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This patient has TIAs. Examine the cardiovascular system to elicit a cause 
This patient recently had an infarct. Examine the cardiovascular system 
This patient has something wrong with his cardiovascular system. Find out in the 
most expeditious way 

Examine the cardiovascular system bit by bit 

Examine the cardiovascular system and talk me through it. 

Diagnoses from survey in order of frequency 

1 Mitral stenosis (lone) 16% 

2 Mixed mitral valve disease 13% 

3 Combinations of mitral and aortic valve disease 9% 

4 Mixed aortic valve disease 8% 

5 Aortic incompetence (lone) 7% 

6 Mitral incompetence (lone) 5% 

7 Aortic stenosis (lone) 5% 

8 Ventricular septal defect 3% 

9 Prosthetic valves 2% 

10 Tricuspid incompetence 2% 

1 1 Mitral valve prolapse 2% 

12 Clubbing 2% 

13 Patent ductus arteriosus 1% 

14 Eisenmenger’s syndrome 1%. 

Other diagnoses were: atrial septal defect (< 1%), coarctation of the aorta (< 1%), 
chronic liver disease due to tricuspid incompetence (< 1%), Fallot’s tetralogy with 
a Blalock shunt (< 1%), pulmonary stenosis (< 1%), cor pulmonale (< 1%), com- 
plete heart block (< 1%), transposition of the great vessels (< 1%), repaired tho- 
racic aortic aneurysm (< 1%), dextrocardia (< 1%) and left ventricular aneurysm 
(< 1%). 

Examination routine 

When asked to ‘examine this patient’s heart’ candidates are often uncertain as to 
whether they should start with the pulse or go straight to look at the heart. On the 
one hand it would be absurd to feel all the pulses in the body and leave the object of 
the examiner’s interest to the last minute, whilst on the other hand it would be 
impetuous to palpate the praecordium straight away. Repeating the examiner’s 
question in the hope that he might clarify it, or asking for a clarification, does 
nothing but communicate your dilemma to the examiner. You should not waste any 
time. Bear in mind that our survey has confirmed that the diagnosis is usually 
mitral and/or aortic valve disease. Approach the right-hand side of the patient and 
adjust the backrest so that he reclines at 45° to the mattress. If the patient is 
wearing a shirt you should ask him to remove it so that the chest and neck are 
exposed. Meanwhile , you should complete a quick 
1 visual survey. Observe whether the patient is 

(a) breathless, 

(b) cyanosed, 

(c) pale, or 

(d) whether he has a malar flush (mitral stenosis). 
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Look briefly at the earlobes for creases* and then at the neck for pulsations'. 

(e) forceful carotid pulsations (Corrigan’s sign in aortic incompetence; vigor- 
ous pulsation in coarctation of the aorta), or 

(f) tall, sinuous venous pulsations (congestive cardiac failure, tricuspid 
incompetence, pulmonary hypertension, etc.). 

Run your eyes down onto the chest looking for 

(g) a left thoracotomy scar (mitral stenosisf) or a midline sternal scar (valve 
replacement);), and then down to the feet looking for 

(h) ankle oedema. As you take the arm to feel the pulse complete your visual 
survey by looking at the hands (a quick look; don’t be ponderous) for 

(i) clubbing of the fingers (cyanotic congenital heart disease, subacute bacter- 
ial endocarditis (SBE)) and splinter haemorrhages (infective endocarditis). 

If the examiner does not want you to feel the pulse he may intervene at this stage — 
otherwise you should proceed to 

2 note the rate and rhythm of the pulse. 

3 Quickly ascertain whether the pulse is collapsing (particularly if it is a large 
volume pulse) or not (make sure you are seen lifting the arm up — see experience 
36, p. 453). 

Next may be an opportune time to look for 

4 radiofemoral delay (coarctation of the aorta), though this can be left until 
after auscultation if you prefer and are sure you will not forget it (see experience 1, 
p. 447). 

5 Feel the brachial pulse followed by the carotid pulses to see if the pulse is a 
slow rising one, especially if the volume (the upstroke) is small. 

If the pulsations in the neck present any interesting features you may have 
already noted these during your initial visual survey. You should now proceed to 
confirm some of these impressions. The Corrigan’s sign in the neck (forceful rise 
and quick fall of the carotid pulsation) may already have been reinforced by the 
discovery of a collapsing radial pulse. The individual waves of a large venous pulse 
can now be timed by palpating the opposite carotid. A large v wave, which some- 
times oscillates the earlobe, suggests tricuspid incompetence and you should later 
on demonstrate the peripheral oedema and the pulsatile liver using the bimanual 
technique. If the venous wave comes before the carotid pulsation it is an a wave 
suggestive of pulmonary hypertension (mitral valve disease, cor pulmonale) or 
pulmonary stenosis (rare). After 

6 assessing the height of the venous pressure in centimetres vertically above 
the sternal angle you should move to the praecordium§ and 

7 localize the apex beat with respect to the mid-clavicular line and ribspaces, 
firstly by inspection for visible pulsation, and secondly by palpation. If the apex 



* Frank’s sign: a diagonal crease in the lobule of the auricle: 
grade 3 = a deep cleft across the whole earlobe; grade 2A = 
crease more than halfway across the lobe; grade 2B = crease 
across the whole lobe, but superficial; grade 1 = lesser 
degrees of wrinkling. Earlobe creases are associated 
statistically with coronary artery disease in most population 
groups. 

f NB experiences 4 and 7, pp. 449. 

X Other scars may also be noted during your visual survey — 



those of previous cardiac catheterizations may be visible over 
the brachial arteries. 

§ The visual survey and the examination steps 2—6 should be 
completed quickly and efficiently particularly if you have been 
asked to examine the heart. The objective should be not only 
to avoid irritating an impatient examiner but also to 
accommodate as many short cases as possible in the allotted 
time. 
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beat is vigorous you should stand the index finger on it, to localize the point of 
maximum impulse (PMI) and assess the extent of its thrust. The impulse can be 
graded as just palpable, lifting (diastolic overload, i.e. mitral or aortic incompe- 
tence), thrusting (stronger than lifting), or heaving (outflow obstruction). 

8 Palpation with your hand placed from the lower left sternal edge to the apex 
will detect a tapping impulse (left atrial ‘knock’ in mitral stenosis) or thrills over 
the mitral area (mitral valve disease), if present. 

9 Continue palpation by feeling the right ventricular lift (left parasternal 
heave). To do this place the flat of your right palm parasternally over the right ven- 
tricular area and apply sustained and gentle pressure. If right ventricular hypertro- 
phy is present you will feel the heel of your hand lifted by its force (pulmonary 
hypertension). 

10 Next, you should palpate the pulmonary area for a palpable second sound (pul- 
monary hypertension), and the aortic area for a palpable thrill (aortic stenosis).* 

If you feel a strong right ventricular lift quickly recall, and sometimes recheck, 
whether there is a giant a wave (pulmonary hypertension, pulmonary stenosis) or v 
wave (tricuspid incompetence, congestive cardiac failure) in the neck. A palpable 
thrill over the mitral area (mitral valve disease), or palpable pulmonary second 
sound over the pulmonary area (pulmonary hypertension) should make you think 
of, and check for, the other complementary signs. You should by now have a fair 
idea of what you will hear on auscultation of the heart but you should keep an open 
mind for any unexpected discovery. 

11 The next step will be auscultation and you should only stray away from the 
heart (examiner’s command) if you have a strong expectation of being able to 
demonstrate an interesting and relevant sign (such as a pulsatile liver to underpin 
the diagnosis of tricuspid incompetence). Time the first heart sound with either 
the apex beat, if this is palpable, or by feeling the carotid pulse (see experience 88, 
p. 459). It is important to listen to the expected murmurs in the most favourable 
positions. For example, mitral diastolic murmurs are best heard by turning the 
patient onto the left side , and the early diastolic murmur of aortic incompetence is 
made more prominent by asking the patient to lean forwards with his breath held 
after expiration, f For low-pitched sounds (mid-diastolic murmur of mitral steno- 
sis, heart sounds) use the bell of your chest-piece but do not press hard, or else you 
will be listening through a diaphragm formed by the stretched skin! The high- 
pitched early diastolic murmur of aortic incompetence is very easily missed (see 
anecdote 37, p. 497). Make sure you specifically listen for it. 

If the venous pressure is raised you should check for 

12 sacral oedema and, if covered, expose the feet to demonstrate any ankle 
oedema. 

Auscultation over 

13 the lung bases for inspiratory crepitations (left ventricular failure), though an 
essential part of the routine assessment of the cardiovascular system, is seldom 
required in the examination. You may make a special effort to do this in certain rel- 



* The thrill of aortic stenosis is best felt if the patient leans 
forwards w ith his breath held after expiration, 
f With the diaphragm of your chest-piece ready in position: 



‘Take a deep breath in; now out; hold it’. Listen intently for 
the absence of silence in early diastole. Ask the patient to 
repeat the exercise if necessary. 
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evant situations such as a breathless patient, aortic stenosis with displaced PMI 
or if there are any signs of left heart failure (orthopnoea, pulsus alternans, gallop 
rhythm, etc.). Similarly, after examination of the heart itself it may (on rare occa- 
sions only) be necessary to 

14 palpate the liver especially if you have seen a large v wave and heard a pansys- 
tolic murmur over the tricuspid area. In such cases you may be able to demon- 
strate a pulsatile liver by placing your left palm posteriorly and the right palm 
anteriorly over the enlarged liver.* Finally, you should offer to 

15 measure the blood pressure. This is particularly relevant in patients with 
aortic stenosis (low systolic and narrow pulse pressure), and aortic incompetence 
(wide pulse pressure). 

For checklist see p. 513. 



2 / 'Examine this patient's abdomen' 

Frequency of instruction 

79% of candidates in our survey were asked to do this. 

Variations of instruction 

What abnormal structure can you feel in this abdomen? 

Palpate this abdomen 

Examine this patient’s abdomen — look for signs of hepatic failure 
Briefly examine the upper abdomen of this man 
Examine the abdomen and anything else relevant 
Examine this abdomen by palpation only. 

Diagnoses from survey in order of frequency 

1 Hepatosplenomegaly (not chronic liver disease) 19% 

2 Splenomegaly 13% 

3 Polycystic kidneys 12% 

4 Chronic liver disease 11% 

5 Hepatomegaly (without chronic liver disease or splenomegaly) 9% 

6 Ascites 6% 

7 Single palpable kidney 5% 

8 Miscellaneous abdominal masses 4% 

9 Hepatosplenomegaly and generalized lymphadenopathy 3% 

10 Hepatomegaly and generalized lymphadenopathy 2% 

11 Primary biliary cirrhosis 2%. 



* An alternative and useful way of demonstrating a pulsatile (warn the patient beforehand!). Your fist will oscillate with 
liver is to place the knuckles of your closed right fist against each pulsation of the liver, 
the inferior border of the liver in the right hypochondrium 
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Other diagnoses were: Crohn’s disease (1%), aortic aneurysm (1%), haemo- 
chromatosis (< 1%), polycystic kidneys and a transplanted kidney (< 1%), 
splenomegaly and generalized lymphadenopathy (< 1%), abdominal lym- 
phadenopathy (< 1%), postsplenectomy (< 1%) and normal abdomen (< 1%). 

Examination routine 

Analysis of the above list reveals that in nearly 80% of cases the findings in the 
abdomen relate to a palpable spleen, liver or kidneys. Bearing this in mind you 
should approach the right-hand side of the patient and position him so that he is 
lying supine on one pillow (if comfortable), with the whole abdomen and chest in 
full view. Ideally the genitalia should also be exposed but to avoid embarrassment 
to patients, who are volunteers and whose genitals are usually normal, we suggest 
that you ask the patient to lower his garments and ensure that these are pulled 
down to a level about halfway between the iliac crest and the symphysis pubis. 
While these preparations are being made you should be performing 

1 a visual survey of the patient. Amongst the many relevant physical signs that 
you may observe in these few seconds are pallor, pigmentation, jaundice, spider 
naevi, xanthelasma, parotid swelling, gynaecomastia, scratch marks, tattoos, 
abdominal distension, distended abdominal veins, an abdominal swelling, herniae 
and decreased body hair. If you use the following routine most of these will also be 
noted during your subsequent examination but at this stage you should particu- 
larly note any 

2 pigmentation. As the patient is being correctly positioned, 

3 quickly examine the hands* for 

(a) Dupuytren’s contracture, 

(b) clubbing, 

(c) leuconychia, 

(d) palmar erythema, and 

(e) a flapping tremor (if relevant). 

After asking you to examine the abdomen many examiners would like, and 
expect , you to concentrate on the abdomen itself without delay, and yet they will 
not forgive you for missing an abnormal physical sign elsewhere. This emphasizes 
the importance of a good visual survey, a trained eye will miss nothing important 
on the face or in the hands while the patient is being properly positioned with the 
hands by his side. Thus, steps 1—3 need not occupy you for more than a few 
seconds; you may wish to omit steps 5 and 6 if there is no visible abnormality, and 
steps 7-1 1 can be completed as part of the visual survey. 

4 Pull down the lower eyelid to look for anaemia. At the same time check the 
sclerae for icterus and look for xanthelasma. The guttering between the eyeball and 
the lower lid is the best place to look for pallor or for any discoloration (e.g. 
cyanosis, jaundice, etc.). 

5 Look at the lips for cyanosis (cirrhosis of the liver) and shine your pen torch 
into the mouthf looking for swollen lips (Crohn’s), telangiectasis (Osier- Weber- 
Rendu), patches of pigmentation (Peutz-Jeghers) and mouth ulcers (Crohn’s). 



* For a full list of the signs that may be visible in the hands in 
chronic liver disease, see p. 84. 

f Though a brief examination of the mouth is usefully 
included as part of the full ‘examine the abdomen’ routine , it 



is worth noting that in our survey when there were the 
findings mentioned, the candidates were given a more specific 
instruction such as ‘Look at this patient’s mouth’. 
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6 Palpate the neck and supraclavicular fossae for cervical lymph nodes* If you 
do find lymph nodes you should then proceed to examine the axillae and groins 
for evidence of generalized lymphadenopathy (lymphoma, chronic lymphatic 
leukaemia). As you move from the neck to the chest, check for 

7 gynaecomastia (palpate for glandular breast tissue in obese subjects), 

8 spider naevi (may have been noted already on hands, arms and face and may 
also be present on the back), and 

9 scratch marks (may have been noted on the arms, and may also be found on 
the back and elsewhere). Next, 

10 look at the chest (in the male) and in the axillae for paucity of hair (if dimin- 
ished note facial hair in the male; pubic hair if not visible, may be noted later). 

1 1 Observe the abdomen in three segments (epigastric, umbilical and suprapu- 
bic) for any visible signs such as pulsations , generalized distension (ascites) or a 
swelling in one particular area. Note any scars or fistulae (previous surgery; 
Crohn’s). Look for distended abdominal veins (the flow is away from the umbili- 
cus in portal hypertension but upwards from the groin in inferior vena cava 
obstruction). 

With practice the examination to this point can be completed very rapidly and 
will provide valuable information which may be overlooked if proceeding care- 
lessly straight to palpation of the abdomen (see experience 2, p. 448). If the exam- 
iner insists that you start with abdominal palpation^ it suggests that there 
is little to be found elsewhere, but you should nevertheless be prepared to use your 
‘wide-angled lenses’ in order not to miss any of the above features. 

12 Palpation of the abdomen should be performed in an orthodox manner; any 
temptation to go straight for a visible swelling should be resisted. Put your palm 
gently over the abdomen and ask the patient if he has any tenderness and to let you 
know if you hurt him. First systematically examine the whole of the abdomen with 
light palpation. Palpation should be done with the pulps of the fingers rather than 
the tips, the best movement being a gentle flexion at the metacarpophalangeal 
joints with the hand flat on the abdominal wall. Next, examine specifically for the 
internal organs. For both liver and spleen start in the right iliac fossa (you cannot be 
frowned upon for following this orthodox procedure!), working upwards to the 
right hypochondrium in the case of the liver and diagonally across the abdomen to 
the left hypochondrium in the case of the spleen. The organs are felt against the 
radial border of the index finger and the pulps of the index and middle fingers as 
they descend on inspiration, at which time you can gently press and move your 
hand upwards to meet them. The kidneys are then sought by bimanual palpation of 
each lateral region. Palpation of the internal organs may be difficult if there is 



* The supraclavicular lymph nodes, particularly on the left 
side, may be enlarged with carcinoma of the stomach 
( Troisier ’s sign ; NB Virchow ’s node behind the left 
sternoclavicular joint) or carcinoma of any other abdominal 
organ or with carcinoma of the bronchus, 
f Some examiners admit to being irritated at seeing 
candidates examine normal hands for a long time after being 
asked to examine the abdomen. They argue that the 
information obtainable from the face, mouth and hands can 



be gathered without delay during the inspection part of the 
examination (see anecdote 25, p. 496). 

X Even though it is the time-honoured, orthodox procedure, 
many clinicians, these days, are opposed to this practice. They 
argue that a grossly enlarged spleen will be picked up on the 
initial light palpation which makes the approach from the 
right iliac fossa unnecessary. If they do not feel a mass in the 
left hypochondrium on initial palpation, they start deep 
palpation a few centimetres below the left costal edge. 
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ascites. In this case the technique is to press quickly, flexing at the wrist joint, to 
displace the fluid and palpate the enlarged organ (‘dipping’ or ‘ballotting’). In a 
patient well chosen for the examination, a mass in the left hypochondrium may 
present a problem of identification (see experiences 23 and 30, pp. 451 and 452; 
anecdotes 25 and 29, p. 496); the examiner (testing your confidence) may ask you if 
you are sure that it is a spleen and not a kidney or vice versa. Do not forget to 
establish whether you can get above the mass and separate it from the costal edge, 
whether you can bimanually palpate it and whether the percussion note over it is 
resonant (all features of an enlarged kidney, see also p. 80). Palpate deeply with the 
pulps to look for the ascending and descending colons in the flanks, and use ge?itle 
palpation to feel for an aortic aneurysm in the midline. Complete palpation by 
feeling for inguinal lymph nodes, noting obvious herniae and, at the same time, 
adding information about the distribution and thickness of pubic hair to that 
already gained about the rest of the body hair. 

13 Percussion must be used from the nipple downwards on both sides to locate 
the upper edge of the liver on the right and the spleen on the left (NB the left lower 
lateral chest wall may become dull to percussion before an enlarged spleen is 
palpable). The lower palpable edges of the spleen and liver should be defined by 
percussion in an orthodox manner, proceeding from the resonant to dull areas. 
If you suspect free fluid in the peritoneum you must establish its presence by 
demonstrating 

14 shifting dullness. Initially check for stony dullness in the flanks. There is no 
need to continue with the procedure of demonstrating shifting dullness if this is 
not present. By asking the patient with ascites to turn on his side you can shift the 
dullness from the upper to the lower flank. Before you conclude the palpation and 
percussion of the abdomen, ask yourself whether you have found anything abnor- 
mal. If there are no abnormal physical signs make sure that you have not missed a 
polycystic kidney or a palpable splenic edge (or occasionally a mass in the epigas- 
trium or iliac fossae); during your auscultation listen carefully for a bruit over the 
aorta and renal vessels. Generally speaking 

15 auscultation has very little to contribute in the examination setting, but as 
part of the full routine you should listen to the bowel sounds, check for renal artery 
bruits and for any other sounds such as a rub over the spleen or kidney or a venous 
hum (both excessively rare). 

Examination of the 

16 external genitalia is not usually required in the examination for the reasons 
given above, and we have never heard of a case where 

17 a rectal examination was required. You should, however, comment that you 
would like to complete your examination of the abdomen by examining the exter- 
nal genitalia (especially in the male with chronic liver disease — small testes; or cer- 
vical lymphadenopathy — drainage of testes to para-aortic and cervical lymph 
nodes) and rectum. You may of course never get this far since the examiner may 
interrupt you at an appropriate stage to ask for your findings. If you are allowed to 
conclude the examination and you have found nothing abnormal despite your 
careful search, on rare occasions the diagnosis of a normal abdomen will be 
accepted (see p. 444). 

For checklist see p. 5 1 3 . 
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3 / 'Examine this patient's fundi' 



Frequency of instruction 

67% of candidates in our survey were asked to do this. 

Variations of instruction 

Examine the left eye with the ophthalmoscope provided 

Look at the normal fundus on the left, then look at the abnormal fundus on the 
right 

Examine the ocular movements and fundi. 

Diagnoses from survey in order of frequency 

1 Diabetic retinopathy 36% 

2 Optic atrophy 14% 

3 Hypertensive retinopathy 9% 

4 Retinitis pigmentosa 5% 

5 Papilloedema 5% 

6 Cataracts 4% 

7 Choroidoretinitis 4% 

8 Retinal vein thrombosis 3% 

9 Myelinated nerve fibres 2% 

10 Retinal artery occlusion 1% 

Other diagnoses were: normal fundi in a patient with multiple sclerosis (<1%), 
large optic cup due to glaucoma (< 1%), retinal detachment (< 1%), iridodonesis 
(fluttering of the iris) due to a removed lens (< 1%), lupus retinopathy (< 1%) and 
calcified embolus (< 1%). 

Special note 

Two-thirds of the candidates in our survey received this instruction. Though 
there are only a limited number of possibilities, it is clear from the survey that a 
lot of candidates experience more difficulty with a fundus than with any other 
short case. On our questionnaire a considerable number of candidates reported 
‘I said optic atrophy . . .’, or ‘I said diabetic retinopathy . . . but I hadn’t got 
a clue what it was’ (see experiences 51 and 52, p. 454). Clearly there is not 
a lot that a book like this can do to help other than to warn you in advance of 
the problem, to provide you with a list of the likely conditions and to describe 
them (see individual short cases). Other than this the art of fundoscopy and fundal 
diagnosis can only be acquired with practice. With a moderate degree of clinical 
expertise and common sense most candidates ought to be able to overcome this 
hurdle. 

Examination routine 

Almost invariably if you are asked to look at the fundus the diagnosis must be in 
the fundus. However, it is a good practice to precede fundoscopy with 
1 a quick general look at the patient (this will rarely help but the occasional dia- 
betic in the examination may also have foot ulcers or necrobiosis lipoidica or may be 



l8 / SECTION 2 



wearing a medic-alert bracelet or neck chain), at his eyes ( arcus lipidus at an inappro- 
priately young age may suggest diabetes), and at his pupils (usually, but not always, 
dilated for the examination). 

Turning to ophthalmoscopy, it may be your practice to focus immediately on 
the fundus and, in the vast majority of cases, this will provide the diagnosis. 
However, it would be preferable to cultivate the habit (if you can gain sufficient 
expertise to do it quickly and efficiently) of looking first at 

2 the structures in front of the fundus, particularly the lens (diabetics will often 
reward you with early cataract formation; your examiner will sometimes not have 
noticed it, but as long as you are right when he checks you may score points). 
Adjust the lenses of the ophthalmoscope so that you move down through 

3 the vitreous noting any opacities (e.g. asteroid hyalinosis, p. 374), haemorrhages, 
fibrous tissue or new vessel formation (diabetes) until you get to 

4 the fundus. Localize the disc and examine it and its margins for optic atrophy,* 
papillitis (p. 82) or papilloedema (p. 166) and for myelinated nerve fibres (p. 248). 
Trace the 

5 arterioles and venules out from the disc noting particularly their calibre, light 
reflex ( silver wiring) and arteriovenous (AV) crossing points (A V nipping, see p. 
136). 

6 Examine each quadrant of the fundus and especially the macular area and 
its temporal aspect. f You are looking particularly for haemorrhages (dot, blot, 
flame-shaped), microaneurysms, exudates both hard (well-defined edges; increased 
light reflex) and soft (fluffy with ill-defined edges; cotton-wool spots). If hard exu- 
dates are present see if these form a ring ( circinates in diabetes). 

If you see haemorrhages you must look specifically for 

(a) dot haemorrhages/ microaneurysms, 

(b) new vessel formation, and 

(c) photocoagulation scars. 

If you diagnose diabetic retinopathy your examiner will expect you to be able to 
comment on the presence or absence of all of these (see experiences 53 and 90, pp. 
455 and 459). If you cannot find these diagnostic clues you may have noted the fea- 
tures that suggest hypertensive rather than diabetic retinopathy (silver wiring, AV 
nipping, more soft exudates than hard, haemorrhages which are mainly flame- 
shaped, early disc swelling with loss of venous pulsation| or frank papilloedema). 

In the patient with diabetic retinopathy, it is of particular clinical significance 
to assess whether lesions (especially haemorrhages and hard exudates) involve or 
threaten (i.e. are near to) the macula.§ 



* There are normal variations in disc colour; in both infancy 
and old age it is naturally pale, as is the enlarged disc of a 
myopic eye. The advice of a well-known neurologist and 
experienced MRCP teacher to his MRCP candidates was: 
‘Don’t diagnose optic atrophy unless it is a “barn door” optic 
atrophy’. It is well worth bearing this advice in mind (see 
experience 52, p. 454). Temporal pallor of the disc due to a 
lesion in the papillomacular bundle is often seen in multiple 
sclerosis. However, temporal pallor is not always 
pathological. 

f The macula will come in to view if you ask the patient with 
a dilated pupil to look at the ophthalmoscopic light. Ideally, 



you should use the dot light for this, if it is available in your 
ophthalmoscope. 

X Observation of venous pulsation is an expertise which 
comes with much practice of looking at normal as well as 
abnormal fundi. Though it could be useful if you have 
acquired this expertise before the examination, do not get 
bogged down studying the venous pulsation for too long if 
you are not used to it. See also p. 166. 

§ European diabetic retinopathy screening guidelines suggest 
that patients with haemorrhages or hard exudate within one 
disc diameter of the macula should be considered for referral 
to an ophthalmologist (p. 68). 
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It would be useful if you knew that the patient was a diabetic (see experience 
106, p. 466; quotation 46, p. 506) but if you remain in doubt remember that dia- 
betes and hypertension often coexist in a patient, and that it is more important that 
you have checked comprehensively for the above features, and report your findings 
honestly (mentioning the features in favour of one diagnosis or the other), than to 
guess or make up findings.* 

We leave you to master the findings of the other fundal short cases and to 
ensure that you would recognize each (see individual short cases). The final point 
in this important routine is to 

7 stay examining until you have finished and are ready to present your find- 
ings. Do not be put off by the impatient words or mumblings of your examiner; 
these will be forgotten when you present accurate findings and get the diagnosis 
right. Conversely, it is too late to go back and check if the examiner asks whether 
you saw a . . . and you are not sure (experiences 53 and 90, pp. 455 and 459). You 
need to be able to give a clear and unequivocal ‘Yes’ or ‘No’. Thus, the best tip we 
can offer as you look around the fundus is to stop at the disc, the macula, and in 
each quadrant of each eye and ask yourself the question: ‘Are there any abnormal- 
ities? What are they?’ before moving on to the next area. 

For checklist see p. 513. 



4 / 'Examine this patient's hands' 

Frequency of instruction 

58% of candidates in our survey were asked to do this. 

Variations of instruction 

Look at this man’s hands 

Look at this patient’s hands and then, after you have made a diagnosis, look at the 
face 

Examine this man’s hands, commenting on positive or negative features as you go 
Examine the wrists and hands 

What do you think of these hands? Describe them to me. 

Diagnoses from survey in order of frequency 

1 Rheumatoid hands 22% 

2 Systemic sclerosis (calcinosis, Raynaud’s phenomenon, sclerodactyly and 
telangiectasis (CRST)) 13% 

3 Wasting of the small muscles of the hand 12% 

4 Psoriatic arthropathy /psoriasis 11% 



* Making up findings is strictly inadvisable and can result in 
failure whereas missing one short case need not fail you. 
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5 Ulnar nerve palsy 9% 

6 Clubbing 7% 

7 Raynaud’s 3% 

8 Vasculitis 3% 

9 Steroid changes (especially purpura) 3% 

10 Acromegaly 2% 

1 1 Motor neurone disease 2% 

12 Xanthomata 2% 

13 Cyanosis 2% 

14 Chronic liver disease 2% 

1 5 Thyroid acropachy 2% 

16 Carpal tunnel syndrome 2% 

17 Osteoarthrosis 2% 

18 Osier— Weber-Rendu syndrome 1% 

19 Tophaceous gout 1%. 

Other diagnoses were: neurofibromatosis (<1%), systemic lupus erythematosus 
(< 1%), cervical myelopathy (< 1%), dermatomyositis (‘examine hands and face’; 
<1%), nail-patella syndrome (‘examine hands and knees’, <1%), Charcot- 
Marie-Tooth disease (< 1%), superior vena cava obstruction (< 1%), facioscapu- 
lohumeral muscular dystrophy (<1%), Addison’s disease (<1%) and Marfan’s 
syndrome (< 1%). 

Examination routine 

Analysis of the list given above suggests that when you hear this instruction, 
rheumatoid arthritis is likely to be present in about a quarter of the cases, and 
either scleroderma, wasting of the small muscles of the hand, psoriasis, ulnar 
nerve palsy or clubbing in about a further half. As you approach the patient you 
should bear this in mind and look specifically at 

1 the face for the typical expressionless facies, with adherent shiny skin, some- 
times with telangiectasis (systemic sclerosis). It is clear from the survey list that a 
variety of other conditions may show signs in either the face or in the general 
appearance, particularly Cushingoid, facies (steroid changes in a patient with 
rheumatoid arthritis), acromegalic facies, arcus senilis or xanthelasma (xanthomata), 
icterus and spider naevi (chronic liver disease), or exophthalmos (thyroid acropachy). 
We leave you to consider the changes you may note as you approach the patient 
with the other conditions on the list (see individual short cases). Even if the diag- 
nosis is not immediately clear on looking at the face it is likely that in many cases it 
will become rapidly apparent as you 

2 inspect the hands. Run quickly through the six main conditions that make up 
75% of cases: 

(a) rheumatoid arthritis (proximal joint swelling, spindling of the fingers, ulnar 
deviation, nodules), 

(b) systemic sclerosis (sclerodactyly with tapering of the fingers, sometimes 
with gangrene of the fingertips, tight, shiny, adherent skin, calcified nodules, 
etc.), 

(c) generalized wasting of the small muscles of the hand, perhaps with dorsal 
guttering, 
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(d) psoriasis (pitting of the nails, terminal interphalangeal arthropathy, scaly 
rash), 

(e) ulnar nerve palsy (may be a typical claw hand or may be muscle wasting 
which spares the thenar eminence; often this diagnosis will only become 
apparent when you have made a sensory examination), and 

(f) clubbing. 

The changes that you may see in the other conditions in the list are dealt with 
under the individual short cases, but if in these first few seconds you have not 
made a rapid spot diagnosis, study first the dorsal and then the palmar aspects of 
the hands, looking specifically at 

3 the joints for swelling, deformity or Heberden’s nodes; 

4 the nails for pitting, onycholysis, clubbing, nail-fold infarcts (vasculitis — 
usually rheumatoid) or splinter haemorrhages (unlikely); 

5 the skin for colour (pigmentation, icterus, palmar erythema), for consistency 
(tight and shiny in scleroderma; papery thin, perhaps with purpuric patches in 
steroid therapy; thick in acromegaly), and for lesions (psoriasis, vasculitis, purpura, 
xanthomata, spider naevi, telangiectasis in Osier— Weber-Rendu and systemic 
sclerosis, tophi, neurofibromata, other rashes); 

6 the muscles for isolated wasting of the thenar eminence (median nerve lesion), 
for generalized wasting especially of the first dorsal interosseous but sparing 
the thenar eminence (ulnar nerve lesion), for generalized wasting from a T1 
lesion or other cause (p. 162) or for fasciculation which usually indicates motor 
neurone disease, though occasionally it can occur in other conditions such as 
syringomyelia, old polio or Charcot-Marie-Tooth disease. 

Before leaving the inspection it is worth looking specifically for skin crease pig- 
mentation (see experience 84, p. 458) before moving to 

7 palpation of the hands for Dupuytren’s contracture, nodules (may be palpa- 
ble in the palms in rheumatoid arthritis), calcinosis (scleroderma/ CRST), xan- 
thomata, Heberden’s nodes or tophi. In the vast majority of cases you will have, by 
now, some findings demanding either specific further action (see below) or a report 
with a diagnosis. Nonetheless, you should be prepared to continue with a full neu- 
rological examination of the hands to confirm a suspected neurological lesion, or if 
you have still made no diagnosis. If the hands appear normal it may be that there is 
a sensory defect. In these cases, it is more efficient, therefore, to commence the 
examination by testing 

8 sensation. If you feel the examiners will not object, ask the patient if there has 
been any numbness or tingling in his hands and if so, when (?worse at night — 
carpal tunnel syndrome) and where. Bearing in mind the classical patterns of 
sensory defect in ulnar and median nerve lesions (Fig. 2.1) and the dermatomes 
(see Fig. 2.3, p. 41) seek and define an area of deficit to pinprick and light touch (dab 
cotton wool lightly), and check the vibration and joint position sense. With incom- 
plete sensory loss due to either an ulnar or a median nerve defect, if you stroke the 
medial border of the little finger and the lateral border of the index finger with 
your fingers simultaneously, the patient may sense that the one side feels different 
from the other. 

9 Check the tone of the muscles in the hand by flexing and extending all the 
joints including the wrist in a ‘rolling wave’ fashion. 

10 The motor system of the hands can be tested with the instructions: 
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Fig. 2.1 Dermatomes in the hand. 



(a) ‘Open your hands; now close them; now open and close them quickly’ 
(dystrophia myotonica)* 

(b) ‘Squeeze my fingers’— offer two fingers (C8, Tl),f 

(c) ‘Hold your fingers out straight’ (demonstrate); ‘stop me bending them’ 
(C7) 

(d) ‘Spread your fingers apart’ (demonstrate); ‘stop me pushing them 
together’ (dorsal J interossei — ulnar nerve) 

(e) ‘Hold this piece of paper between your fingers; stop me pulling it out’ 
(palmar J interossei — ulnar nerve) 

(f) ‘Point your thumb at the ceiling; stop me pushing it down’ (abductor polli- 
cis brevis — median nerve) 

(g) ‘Put your thumb and little finger together; stop me pulling them apart’ 
(opponens pollicis— median nerve) 

Finally, for the sake of completeness, check the 

11 radial pulses. 

The action you take after finding an abnormality at any stage during the above 
routine will depend on what you find. Most commonly an abnormality found 
during the inspection will lead to most of the above being skipped in favour of a 
search for other evidence of the condition you suspect. It is worth emphasizing 
that there may be clues at 

12 the elbows in several of the common conditions: rheumatoid arthritis 
(nodules), psoriatic arthropathy (psoriatic plaques), ulnar nerve palsy (scar, filling 
of the ulnar groove, restriction of range of movement at the elbow or evidence of 
fracture) and xanthomata. On the evidence of our survey you will need to examine 



* Alternatively, you could miss this step out and go straight to 
step (b), but then issue the instruction ‘Let go’ and if there is 
any suspicion of dystrophia myotonica move to step (a), 
f Some neurologists prefer to test the deep finger flexors by 



trying to extend flexed fingers, whilst steadying the wrist 
(flexor digitorum profundus C8). 

f Remember DAB and PAD: DAB = dorsal abduct, PAD 
palmar adduct. 
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the elbows in over 40% of cases (do not be put off by rolled-down sleeves). It is 
worth considering where else you would look, what for and what other tests you 
would do with the other conditions on the list (see individual short cases), but in 
particular remember to look for tophi on the ears if you suspect gout, and if you 
have diagnosed acromegaly seek an associated carpal tunnel syndrome (see experi- 
ence 9, p. 449). If on inspection you suspect a neurological deficit in the hand, you 
may wish to confirm it by performing only that part of the above routine relevant to 
that lesion, e.g. testing abduction and opposition of the thumb and seeking the 
classical sensory pattern if you see lone wasting of the thenar eminence and 
suspect carpal tunnel syndrome. 

For checklist see p. 513. 



5 / 'Examine this patient's legs' 



Frequency of instruction 

54% of candidates in our survey were asked to do this. 

Variations of instruction 

Examine this patient’s lower limbs 
Examine this patient’s legs neurologically 
Look at these legs 

Look at these legs and make a few general observations 
Examine this patient’s legs. What else would you like to examine? 
Show me how you would examine the reflexes in the legs 
Examine the motor system of this man’s legs 
Examine this man’s legs from the end of the bed. 



Diagnoses from survey in order of frequency 



Group 1 (spot) 

Paget’s disease 13% 

Erythema nodosum 4% 

Pretibial myxoedema 4% 

Diabetic foot 3% 

Necrobiosis lipoidica diabeticorum 3% 
Erythema ab igne 2% 

Vasculitis 2% 

Swollen knee 1% 

Pemphigoid /pemphigus < 1% 

Deep venous thrombosis 

(DVT)/ruptured Baker’s cyst < 1% 
Ankle swelling (nephrotic syndrome) 
< 1 % 

Multiple thigh abscesses < 1% 



Group 2 (neurological) 

Spastic paraparesis 13% 
Peripheral neuropathy 12% 
Hemiplegia 5% 

Cerebellar syndrome 4% 

Cervical myelopathy 4% 

Diabetic foot 3% 

Motor neurone disease 3% 

Old polio 3% 

Absent leg reflexes and extensor 
plantars 3% 

Friedreich’s ataxia 2% 

Subacute combined degeneration 
of the cord 2% 

Charcot-Marie-Tooth disease 1% 
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Vasculitic leg ulcers < 1% 

Pyoderma gangrenosum < 1% 

Stigmata of sickle-cell disease < 1% 

Mycosis fungoides < 1% 

Diabetic ischaemia <1% 

Ehlers— Danlos syndrome < 1% 

Bilateral below-knee amputation < 1% 

Examination routine 

An analysis of the conditions in our survey shows that they roughly fall into the 
two broad groups shown above: 

Group 1: a spot diagnosis 
Group 2: a neurological diagnosis. 

Either way initial clues may be gained by first performing a brief 

1 visual survey of the patient as a whole. Look at the head and face for signs such 
as enlargement (Paget’s disease), asymmetry (hemiparesis), exophthalmos with or 
without myxoedematous facies (pretibial myxoedema), or obvious nystagmus (cere- 
bellar syndrome). Run your eyes over the patient for other significant signs such as 
thyroid acropachy (pretibial myxoedema), rheumatoid hands (swollen knee), 
nicotine-stained fingers (leg amputations), wasted hands (motor neurone disease, 
Charcot-Marie-Tooth disease, syringomyelia), and for muscle fasciculation 
(usually motor neurone disease). 

Turning to the legs, look at the skin, joints and general shape and for any 

2 obvious lesion, especially from the list of disorders in group 1. If such a 
lesion is visible a further full examination of the legs will not be required in 
most cases. You will be able to begin your description and/or diagnosis im- 
mediately (see individual short cases). If there is no obvious lesion look again 
specifically for 

3 bowing of the tibia (see experience 80, p. 458), with or without enlargement 
of the skull. Though the changes of vascular insufficiency (absence of hair, 
shiny skin, cold pulseless feet, peripheral cyanosis, digital gangrene, painful 
ulcers) barely occurred in our survey, these should be briefly looked for (because 
they will direct you to examine the pulses, etc. rather than the neurological 
system). 

Observing the legs from the neurological point of view note whether there is 

4 pes cavus (Friedreich’s ataxia, Charcot-Marie-Tooth disease) or 

5 one leg smaller than the other (old polio, infantile hemiplegia). Next note 

6 muscle bulk. Bear in mind that some generalized disuse atrophy may occur 
even in a limb with upper motor neurone weakness (e.g. severe spastic 
paraparesis — see experience 2, p. 448). There may be unilateral loss of muscle 
bulk (old polio), muscle wasting that stops part of the way up the leg 
(Charcot-Marie-Tooth disease), isolated anterior thigh wasting (e.g. diabetic 
amyotrophy) or generalized proximal muscle wasting (polymyositis) or muscle 
wasting confined to one peroneal region (lateral popliteal nerve palsy). Look 
specifically for 

7 fasciculation (nearly always motor neurone disease). 

8 Examine the muscle tone in each leg by passively moving it at the hip and 
knee joints (with the patient relaxed roll the leg sideways, backwards and forwards 



Polymositis < 1% 

Lateral popliteal (common peroneal) 
nerve palsy < 1% 

Tabes < 1% 

Diabetic amyotrophy < 1% 
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